\-L‘V'\ Department of
Veterans Affairs
INSTRUCTIONS FOR COMPLETING THIS STATEMENT (VA FORM 21-527)
(Detach and Retain Instructions)

PRIVACY ACT INFORMATION: No allowanceof compensatioror pensionmay be grantedunlessthis form is completedfully as
requiredby existing law (38 U.S.C. Chaptersl1 and 15). The responseyou submitare consideredconfidential, (38 U.S.C.5701).
They may be disclosedoutsideVVA only if the disclosureis authorizedunderthe Privacy Act, including the routine usesidentified in

the VA systemof records,58VA21/22, CompensationPension EducationandRehabilitationRecords- VA, publishedin the Federal
Register.The requestednformationis consideredelevantandnecessaryo determinemaximumbenefitsunderthe law. Information
submitted is subject to verification through computer matching programs with other agencies.

Incomeinformation and employmentinformation furnished by you will be comparedwith information obtainedby VA from the
Secretaryof HealthandHumanServicesor the Secretaryof the Treasuryunderclause(viii) of section6103(1)(7)(D)of the Internal
RevenueCode of 1986. Any information provided by you including your Social Security Number, may be usedin matching
programsconductedin connectionwith any proceedingfor the collection of an amountowed the United Statesby virtue of your
participation in any benefit program administered by the Department of Veterans Affairs.

RESPONDENTBURDEN: VA may not conduct or sponsor,and respondentis not requiredto respondto this collection of
informationunlessit displaysavalid OMB Control Number.Public reportingburdenfor this collection of informationis estimatedo
averagd hourperresponseincluding thetime for reviewinginstructions,searchingexisting datasourcesgatheringand maintaining
the dataneededandcompletingandreviewingthe collection of information. If you havecommentsegardingthis burdenestimateor
any other aspect of this collection of information, call 1-800-827-1000 for mailing information on where to send your comments.

GENERAL INSTRUCTIONS

NOTE: PLEASE READ VERY CAREFULLY.

If you needinformation aboutthe meaningof any question,
contactyour nearestVA regionaloffice. If additionalspaceis
neededor anyitem, useltem 24, Remarkspage6 or number
a separatesheetof paperto correspondo the itemsyou are
answering and attach the sheet to the application.

A. DISABILITY PENSION s paid for permanentand total
disability not resulting from service in the armed forces.
Pension is paid only to veterans of wartime service.

Benefits may only be paid from the date of receiptof your

applicationin VA unlessyou wereincapacitatechecausef a

disability which preventedyou from filing a claim for a

periodof atleast30 daysbeginningwith the dateyou became
permanently and totally disabled. If you want this claim

consideredas a claim for retroactivepayment,so indicatein

ltem 24, Remarks,and identify the specific disability which

prevented you from filing.

B. REPRESENTATION. You may be representedwithout
charge, by an accredited representative of a veterans
organizationor other serviceorganization,recognizedby the
Secretaryof VeteransAffairs, or you may employan attorney
to assistyou with your claim. Typical examplesof counsel
who may be availableinclude attorneysin private practiceor
legal aid services.If you desirerepresentation|et us know
andwe will sendyou the necessaryorms.If you havealready
designateda representativeno further action is required on
your part.

C. HEARINGS. You havethe right to a personalhearingat
any stage of claims processing, either before or after a
decisionis made.This right may be exercisedwith regardto
an original claim, supplementaklaim or with regardto any
subsequenaction affecting your entitlement.All you needdo
is inform the neares\VA office asto your desiresandwe will
arrangea time and place for the hearing. You may bring
witnessedf you desireandtheir testimonywill be enteredin

Yes Toss  21-527

will furnish the hearingroom, provide hearingofficials, and
preparethe transcriptof the proceedingsVA cannotpay any
of your expenses in connection with the hearing.

D. EVIDENCE - GENERAL. Furnisha statementrom your
doctor showing the extent of your disabilities with your
application. If you are a nursing home patient, you should
furnish a statemensignedby an official of the nursinghome
showing the date of your admissionand patientstatus.Also,
indicate in Item 24, Remarks,that you are a nursing home
patientand give the nameand addressof the nursing home.
Be sure to include the ZIP Code.

E. REPORTING NET WORTH FOR PENSION FOR
DISABILITY NOT RESULTING FROM SERVICE.Pension
cannot be paid if net worth is sizeable.Net worth is the
marketvalue of all interestor rights in any kind of property
except ordinary personal effects necessaryfor daily living

such as automobile, clothing or furniture, and the dwelling

(single family unit) used as your principal residence.
Therefore,all other assetsamust be reportedso that we may
determine whether net worth preventsyou from receiving
pension benefits.

F. INCOME LIMITS AND RATES OF PENSION. The rate
of pensionpaid to a veterandependsupon the amount of
family incomeandthe numberof dependentsaccordingto a
formula provided by law. Becausebenefit ratesand income
limits are frequently changedi,it is not feasibleto keepsuch
information current in these instructions. Information
regardingcurrentincomelimitations andratesof benefitsmay
be obtained by contacting your nearest VA office.

(1) A higherrate of pensionis payableto a veteranwho is a
patientin a nursing home or otherwisedeterminedto be in

need of regular aid and attendanceor who is permanently
housebound due to disability.

(2) Pensionratesare also increasedor a veteranwho served
during the Mexican Border Period or World War I.
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GENERAL INSTRUCTIONS (Continued)

IMPORTANT

THERE ARE CERTAIN TYPES OF INCOME WHICH
MAY BE EXCLUDED IN DETERMINING THE INCOME
COUNTABLE FOR VA PURPOSES.HOWEVER, YOU
MUST REPORT THE SOURCES AND AMOUNTS OF
ALL INCOME BEFOREDEDUCTIONS FOR YOURSELF,
SPOUSE, AND DEPENDENT CHILDREN. WE WILL
DETERMINE ANY AMOUNT WHICH DOES NOT
COUNT. INCLUDE ALL SEVERANCE PAY OR OTHER
ACCRUED PAYMENTS OF ANY KIND OR FROM ANY
SOURCE. WHEN NO INCOME IS RECEIVED OR
EXPECTED FROM A SPECIFIED SOURCE, WRITE
"NONE" IN THE APPROPRIATE BLOCK (ITEMS 22A
THROUGH 23C). IF INCOME FROM ANY SOURCEIS
ANTICIPATED BUT THE AMOUNT IS NOT YET
DETERMINED FURNISH YOUR BEST ESTIMATE OF
THE AMOUNT EXPECTEDAND EXPLAIN IN ITEM 24,
REMARKS.

G. FAMILY UNUSUAL MEDICAL EXPENSES are
amountsactually paid by you that are not reimbursedby
insuranceor otherwise.We can reduceyour income for VA
purposegand increaseyour rate of pension)if your medical
expensegjualify for exclusionunderthe formula providedby
law. If you areawardedpension,youwill haveanopportunity
to report your medical expensesapproximatelya year after
the effective dateof your award.You shouldkeepa recordof

expenses/ou pay after you becomeentitled to pensionand
reportthosefor which you will not be reimbursedon a form
that will be provided. Normally, an adjustmentfor medical
expensess madeat the end of the incomereportingyearand
results in a retroactive paymentto you. However, if your
income is static and you have a consistentlyhigh level of
medical expenses(such as nursing home fees), make a
statemento that effectin Item 24, "Remarks,"andit may be
possibleto increaseyour rate without waiting until the end of
the year.

H. LAST ILLNESS AND BURIAL EXPENSES. Your
countableincomemay be reducedby the amountof expenses
of the lastillness and burial of a spouseor child paid by you
at any time prior to the end of the yearfollowing the year of
death for which you were not reimbursed.Use Item 24,
Remarks, to report such expenses.

l. EDUCATIONAL OR VOCATIONAL

REHABILITATION EXPENSES are amounts paid for

coursesof education,including tuition, fees, and materials
andmay be deductedrom therespectivancomesof a veteran
and the earnedincome of a child if the child is pursuinga
courseof postsecondargducationor vocationalrehabilitation
or training. If you or your school child(ren) paid these
expensesteportthe total amountspaid, datesof payment,and
state to whom the expenses apply.

SPECIFIC INSTRUCTIONS

A veteran applying for total disability benefits should
completethis form when requestedAll questionsshould be

answeredully andaccurately after first carefully readingthe

following instructionsnumberedo correspondo theitemson

the form. If more spaceis required, attachadditional sheets
andidentify eachanswerby item number.Be sureto include
your name and VA file number on each additional sheet.

ltems1A andl1F - In Iltem 1A, enteryour own Social Security
number. In Item 1F, enter your spouse’s number.

Item 3A - If you checkedthe married box, furnish complete
information concerningall marriagesand the termination of

such marriages,for you and your spouse.Include specific
details for the date, place and manner of dissolution of

marriageslf your spousds alsoaveteran,ncludehis/herVA

file number (if known) in Item 3F.

Item 8 - The term "child" includes any unmarried natural,
adoptedor stepchildwho is (1) underage 18 or (2) over 18
yearsof ageandunder23 who is attendinga school,or (3) of
any age if permanently disabled prior to age 18.

Items 11C and 12C - In the columns headed "Months
Worked," statetime actuallyworked. For example:stateif you
worked full time for 2, 4, 6, 8, or 10 months.If you did not
work full time eachmonth, statethe monthsor partsof months
actually worked. For example: 2 months, 1 week, 2 days.

ItemslIE and12E - "Total Earnings,"shouldinclude not only
your cash earnings but other benefits received from your
employer in lieu of cash, such as room, board, or goods,
receivedas part of your paymentfor work performed.The
estimatedvalue shouldbe includedin the amountof wagesor
salary reported.

Item 19 - Net worth is the marketvalue of interestsor rights
in any kind of property exceptpersonaleffects necessanyfor
daily living suchasan automobile,clothing or furniture, and
the dwelling (single family unit) used as your principal
residenceNet worth mustbe reportedfor yourselfandfor all
personsfor whom you are claiming benefits. If property is
ownedjointly by yourselfandyour spousereportone-halfof
the total value held jointly for each of you.

ltems 20, 21, 22, and 23 - Reportthe receivedand expected
income for yourself and all personsfor whom you are
claiming benefits. You must report all income from all

sources. When reporting income, report the total amount
before any deductions,not the amountactually received. If

incomefrom two or more sourcesshould be reportedon the
sameline, list eachamountseparatelyandclearly indicatethe
sourceon a separatesheetof paper.If you and your spouse
receiveincomefrom dividends,interest,rents,investmentsor

operationof a businessprofessionor farm, which you own

jointly, reportone-halfof the incomeasyoursandone-halfas
your spouse’s.Report Social Security benefitson Line 22A

and SupplementalSecurity Income (SSI) benefits on Line

22F.



OMB Approved No. 2900-0002
Respondent Burden: | Hour

1A. VETERAN’S SOCIAL SECURITY NO. 1B. SERVICE NO. 1C. VA FILE NO.
\%2) Department of Veterans Affairs
1D. DATE OF BIRTH 1E. BRANCH OF SERVICE 1F. SPOUSE’S SOCIAL SECURITY NO.
INCOME-NET WORTH AND
EMPLOYMENT STATEMENT
(In support of Claim for Total Disability Benefits),
2A. FIRST NAME - MIDDLE NAME - LAST NAME OF VETERAN (Typeor Print) 2B. ADDRESS OF CLAIMANT (No.,streetor rural route, Clty or P.O.,Stateand
ZIP Code)
PART | - MARITAL AND DEPENDENCY DATA
3A. MARITAL STATUS 3B. SPOUSE’S BIRTHDATE
(If you check one of the following boxes
MARRIED g6 ot complete Items 3B through 7D) WIDOWED DIVORCE NEVER
3C. NUMBER OF TIMES YOU 3D. NUMBER OF TIMES YOUR PRESENT 3E. IS YOUR SPOUSE ALSO A VETERAN? 3F. SPOUSE'’S VA FILE NO.
HAVE BEEN MARRIED SPOUSE HAS BEEN MARRIED
(If "Yes," complete
YES NO Item 3F, if known)
4A. DO YOU LIVE TOGETHER? 4B. REASON FOR SEPARATION 4C. PRESENT ADDRESS OF SPOUSE 5. AMOUNT YOU CONTRIBUTE TO
YOUR SPOUSE'S SUPPORT
MONTHLY
(If "No," complete
YES NO  jtems 4B, 4C, and 5) $

NOTE: Furnish the following information abouteachof your marriages.Wherea dateis requestedshowmonth,day, and year. Wherea placeis
requested, show city and state.

6C. TERMINATED 6D. DATE AND PLACE
6A. DATE AND PLACE OF MARRIAGE 6B. TO WHOM MARRIED (Death, Divorce) TERMINATED

FURNISH THE FOLLOWING INFORMATION ABOUT EACH PREVIOUS MARRIAGE OF YOUR PRESENT SPOUSE

7C. TERMINATED 7D. DATE AND PLACE
7A. DATE AND PLACE OF MARRIAGE 7B. TO WHOM MARRIED (Death, Divorce) TERMINATED

IDENTIFICATION OF CHILDREN AND INFORMATION RELATIVE TO CUSTODY

NOTE: Furnish the following information for each of your unmarried children.

8E. CHECK EACH APPLICABLE CATEGORY
8B. DATE OF 8C. PLACE OF 8D. SOCIAL
8A. NAMdEI O.F.C"l“'l-D BIRTH BIRTH SECURITY NO. [MARRIED| STEPCHILD | OVER18 | qrpiousLy
(First, middle initial, last) (Month, day, year)|  (City and State) OF CHILD PREVI - OR ATTENDING | SERIOUSE
OUSLY ADOPTED SCHOOL
8F. NAME(S) OF ANY CHILDREN NOT IN 8G. NAME AND ADDRESS OF PERSON 8H. MONTHLY AMOUNT YOU CONTRIBUTE
YOUR CUSTODY HAVING CUSTODY TO CHILD'S SUPPORT

$

$

$
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PART Il - EMPLOYMENT DATA

9. DATE YOU BECAME TOTALLY 10A. WHAT IS THE MOST YOU EVER EARNED IN ANY 10B. WHAT YEAR?
DISABLED $ ONE YEAR?

10C. OCCUPATION DURING THAT YEAR?

LIST ALL YOUR EMPLOYMENT, INCLUDING SELF-EMPLOYMENT, FOR ONE YEAR BEFORE YOU BECAME TOTALLY

11B. KIND OF 11C. MONTHS 11D.TIME LOST FROM
11A. NAME AND ADDRESS OF EMPLOYER WORK WORKED ILLNESS

11E. TOTAL
EARNINGS

$

$
LIST ALL YOUR EMPLOYMENT, INCLUDING SELF-EMPLOYMENT, SINCE YOU BECAME TOTALLY DISABLED
12B. KIND OF 12C. MONTHS 12D. TIME LOST FROM 12E. TOTAL
12A. NAME AND ADDRESS OF EMPLOYER WORK WORKED ILLNESS EARNINGS

$

[Jyes [JNnO  (If "Yes," give the facts on a separate sheet)

13. DID YOU HAVE TO QUIT YOUR LAST JOB OR SELF-EMPLOYMENT ON ACCOUNT OF YOUR PHYSICAL CONDITION? |14. DATE YOU LAST WORKED

LIST THE EMPLOYMENT YOU HAVE TRIED AND FAILED TO OBTAIN DURING THE PAST YEAR

15A. NAME AND ADDRESS OF EMPLOYER 15B. KIND OF WORK

15C. DATE APPLIED

PART IIl - EDUCATION

J16. EDUCATION (Circle highestyearcompleted)
12345678 1234 1234
(GRADE SCHOOL) (HIGH SCHOOL) (COLLEGE

17. NATURE OF AND TIME SPENT IN OTHER EDUCATION AND TRAINING

PART IV - ILLNESS DURING PAST TWELVE MONTHS

YOU UNDER DOCTOR'S CARE?

|:| YES |:| NO (If "Yes," complete Items 18B,

18A. DURING THE PAST 12 MONTHS, WERE 18B. NATURE OF ILLNESS 18C. DATES OF TREATMENT [18D. NAME AND ADDRESS OF DOCTOR

(If "Yes," complete Items 18F,
[lves [NO  1gG, & 18H)

18C, & 18D)
18E. ARE YOU NOW OR HAVE YOU BEEN HOSPI- [18F. NATURE OF ILLNESS 18G. DATES OF HOSPITAL- [18H. NAME AND ADDRESS OF INSTITUTION
TALIZED WITHIN THE PAST 12 MONTHS? WHEN HOSPITALIZED IZATION

PART V - NET WORTH (VALUE OF ESTATE: if none,write "NONE" or "O")

AMOUNTS
NAME OF CHILD/REN
M SOURCE
: VETERAN SPOUSE
STOCKS, BONDS, BANK DEPOSITS,
19A | ETC. $ $ $ $ $
19B | REAL ESTATE (Notyourhome)
OTHER PROPERTY (Specifyin Item24,
19C Remarks) (Specif
NET WORTH (Total of ltems19A,19B,&
19D | 19¢) $ $ $ $ $




PART VI - INCOME RECEIVED AND EXPECTED FROM ALL SOURCES
NOTE: Items 20A through 23C should be completed ONLY if you are applying for nonservice-connected pension.

20A. HAVE YOU, YOUR SPOUSE, OR CHILDREN APPLIED FOR OR ARE YOU RECEIVING OR ENTITLED TO RECEIVE ANY BENEFITS FROM THE SOCIAL SECURITY
ADMINISTRATION (OTHER THAN SSI) OR RAILROAD RETIREMENT BOARD?

[Jyes [JNnOo  (If "Yes," complete Items 20B through 20F)

20B. GROSS MONTHLY AMOUNT
(Include Medicare Deduction) 20C. DATE BENEFITS BEGAN 20D. DATE YOU EXPECT BENEFITS TO BEGIN
VETERAN
SPOUSE
CHILD
20E. WILL YOU, YOUR SPOUSE, OR CHILDREN APPLY FOR EITHER BENEFIT DURING THE NEXT 20F. DATE OF INTENTION TO APPLY
12
?
MONTHS? VETERAN
SPOUSE
[Jyes [JNno  (If"Yes," complete Item 20F)
CHILD

21A. HAVE YOU, YOUR SPOUSE, OR CHILDREN APPLIED FOR OR ARE YOU RECEIVING OR ENTITLED TO RECEIVE ANNUITY OR
RETIREMENT BENEFITS OR ENDOWMENT INSURANCE FROM ANY SOURCE?] YES [ NO (If "Yes," complete ltems 21B through 21F)

21B. GROSS MONTHLY AMOUNT 21C BEGINNING DATE | 21D-DATEOEINTENTIONTO | 51 E. SOURCE OF BENEFIT
VETERAN $
SPOUSE $
CHILD $

VETERAN AND DEPENDENTS MONTHLY INCOME (If none,write "NONE"or"0")
NOTE: For each source, report gross monthly amount, including deductions, for family member.
AMOUNTS
NAME OF CHILDREN

'L%M SOURCE OF MONTHLY INCOME

VETERAN SPOUSE

22A SOCIAL SECURITY

22B U.S. CIVIL SERVICE

22C U.S. RAILROAD RETIREMENT

22D MILITARY RETIREMENT

22E BLACK LUNG BENEFIT

22F SUPPLEMENTAL SECURITY/PUBLIC
ASSISTANCE

22G ALL OTHER MONTHLY INCOME (Specifysource)

VETERAN AND DEPENDENTS OTHER INCOME (If none,write "NONE" or "0")

NOTE: Pleaseprovidethe amountof expectecannualincomeor one-timenonrecurringincome(specifysource)for the 12 monthperiod from the
date the claim is filed with VA.

23A TOTAL WAGES

23B TOTAL INTEREST AND DIVIDENDS

23C ALL OTHER INCOME (Specifysource)




24. REMARKS

PART VIl - DIRECT DEPOSIT INFORMATION

All Federalpaymentsmadeto a personwho appliedand becameeligible for benefit paymentsafter July 26,
1996, mustbe madeby electronicfundstransfer(EFT). This requirementannotbe waived by VA unlessyou
certify that you do not have an accountwith a financial institution or an authorizedpaymentagent. VA
paymentsto you will be madeby EFT unlessyou certify that you do not have an accountwith a financial
institution or an authorizedpaymentagent.Pleaseattacha voided personakcheckor depositslip or provide all
of the following information:

25. ACCOUNT NUMBER - PLEASE CHECK THE APPROPRIATE BOX AND PROVIDE THE ACCOUNT NUMBER, IF APPLICABLE

D CHECKING D SAVINGS D I CERTIFY THAT | DO NOT HAVE AN ACCOUNT WITH A FINANCIAL INSTITUTION OR A CERTIFIED
PAYMENT AGENT

ACCOUNT NUMBER

26. NAME OF FINANCIAL INSTITUTION

27. ROUTING OR TRANSIT NUMBER

CERTIFICATION AND AUTHORIZATION FOR RELEASE OF INFORMATION - | CERTIFY THAT the foregoing statements|
aretrue and completeto the bestof my knowledgeandbelief. | CONSENT THAT any physician,surgeondentist,or hospitalthat
has treated or examinedme for any purpose,or that | have consultedprofessionally,may furnish to the DEPARTMENT OF
VETERANS AFFAIRS any information about myself, and | waive any privilege which renders such information confidential.

28A. DAYTIME TELEPHONE NUMBER (Including AreaCode) 28B. EVENING TELEPHONE NUMBER (IncludingAreaCode)

29. DATE SIGNED 30. SIGNATURE OF CLAIMANT

WITNESSES TO SIGNATURE OF CLAIMANT IF MADE BY "X" MARK

NOTE: Signaturemadeby mark mustbe witnessedy two personsto whomthe personmakingthe statements personallyknown.The signatures
and printed names and addresses of the witnesses must be shown.

31A. SIGNATURE AND PRINTED NAME OF WITNESS 31B. ADDRESS OF WITNESS

32A. SIGNATURE AND PRINTED NAME OF WITNESS 32B. ADDRESS OF WITNESS

PENALTY:Thelaw providesseverepenaltieswhichincludefine or imprisonmentpr both, for thewillful submissiorof any statemenbr evidenceof
a material fact, knowing it to be false, or for the fraudulent acceptance of any payment to which you are not entitled.




